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Unsafe abortionPreference for manual vacuum aspiration (MVA) and its use for the treatment of incomplete abortion were eval-
uated among 52healthcare professionals in 7 Yaoundé hospitals in Cameroon. All but one healthcare professional
preferred MVA; however, this technique was available at all times in only two hospitals. In some hospitals, MVA
usewas only available during the day,while in others itwas not available at all. Based on these ﬁndings,MVA kits
were obtained from the International Federation of Gynecology and Obstetrics (FIGO) for training and to supply
selected hospitals. The result was a dramatic increase in the use of MVA in all of the hospitals that received the
kits. In one hospital, no kits were received; however, the staff had been sensitized to the problem and the equip-
ment belonging to one of the physicians was put into service. The successful experience of this pilot project pro-
vides a rationale for expanding MVA use for incomplete abortion to the entire country.
© 2014 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd.
Open access under CC BY-NC-ND license.1. Introduction
The Republic of Cameroon is a Central African country whose popu-
lation in 2013was around 22 million [1]. The political capital is Yaoundé
and the ofﬁcial languages are English and French.
Abortion laws are restrictive in Cameroon, with abortion being
allowed only in cases of rape, incest, or when there is a risk to the
mother’s health [2]. The unmet need for contraception is high, at 27%,
with a contraceptive prevalence rate (CPR) of 14%. The fertility rate is
5.1 [3], consistent with the very low CPR. The maternal mortality ratio
in Cameroon has increased from 669 per 100 000 live births in 2004
[3] to 782 per 100 000 live births in 2011 [4]. Moreover, 30%–40% of
maternal mortality in the Central Maternity Hospital of Yaoundé can
be attributed to complications of unsafe abortion [5,6].
This situation explainswhy the Society of Gynecology andObstetrics
of Cameroon (SOGOC) agreed to participate in the FIGO Initiative for the
Prevention of Unsafe Abortion and its Consequences. The SOGOC nom-
inated an individual (F.T.) to serve as a focal point, undertake a situa-
tional analysis, and prepare a plan of action. The FIGO initiative was
ﬁrst introduced in Cameroon in 2008 and has inﬂuenced the training
of healthcare providers. For instance, comprehensive postabortion
care has become an integral part of all training in emergency obstetrics
and family planning. Members of SOGOC spearheaded this project and
were the master trainers for all refresher training courses.oon. Tel.: +237 99918092.
g).
and Obstetrics. Published by Elsevier IUntil recently, the majority of postabortion care was provided using
the classical sharp curettage technique, despite the recommendation
from theWorld Health Organization (WHO) and the International Fed-
eration of Gynecology and Obstetrics (FIGO) that sharp curettage be re-
placed with manual or electric vacuum aspiration [7,8]. This led SOGOC
to carry out two studies to evaluate: (1) access to, acceptance of, and use
of manual vacuum aspiration (MVA) by medical practitioners in the
capital city of Yaoundé; and (2) the effect onMVAuse of an intervention
consisting of improving training and providing MVA equipment to
selected hospitals. The present paper describes the results of these
two initiatives.
2. Materials and methods
The study was both retrospective and prospective, with data for the
period prior to the intervention being collected from registers and used
to complete the same form applied to collect data during the prospec-
tive evaluation period. The protocol was submitted to the National
Ethics Committee, which approved and authorized the study.
Five tertiary hospitals and two district hospitals were initially stud-
ied to establish which professionals were using MVA and which were
using sharp curettage; the indications for which MVA was being used;
and the availability of MVA equipment in each hospital. The hospitals
involved in this phase (and the number of professionals interviewed)
were: Hôpital Central de Yaoundé (HCY) (n = 8); Hôpital Général
de Yaoundé (HGY) (n = 5); Centre Hospitalier et Universitaire de
Yaoundé (CHU) (n = 12); Hôpital Gynéco-Obstétrique et Pédiatrique
de Yaoundé (HGOPY) (n = 12); Hôpital de la Caisse (n = 5); Hôpitalreland Ltd. Open access under CC BY-NC-ND license.
Table 1
Changes in the use of manual vacuum aspiration (MVA) for the treatment of incomplete







Curettage MVA Curettage MVA
No. % No. % No. % No. %
HCY 22 58 16 42 1 4 23 96 0.001a
HGOPY 7 17 34 83 0 0 59 100 0.002b
CHU 37 100 0 0 0 0 37 100 0.001a
HGY 0 0 11 100 0 0 14 100 NA
Biyem-Assi 0 0 49 100 0 0 51 100 NA
Total 66 37.5 110 62.5 1 0.5 184 99.5 0.001a
Abbreviations: HCY, Hôpital Central de Yaoundé; HGOPY, Hôpital Gynéco-Obstétrique et
Pédiatrique de Yaoundé; CHU, Centre Hospitalier et Universitaire de Yaoundé; HGY,
Hôpital Général de Yaoundé; Biyem-Assi, Hôpital de district de Biyem-Assi.
a Yates test.
b Fisher exact test.
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(n = 5). Overall, 52 professionals were interviewed: 20 gynecologists,
24 residents in obstetrics and gynecology, 5 general practitioners, and
3 nurses/midwives. Almost all of the professionals in the healthcare
facilities who participated in postabortion care were interviewed. A
few professionals were unavailable at the time of the interview and
ultimately were unable to participate; however, none of those who
were present refused to be interviewed. The number of interviews in
the different institutions varied because some hospitals have more
healthcare professionals in maternity services than others. Most of the
doctors and residents interviewed are members of SOGOC.
In view of the ﬁndings of the ﬁrst study, SOGOC requested and re-
ceived a donation of MVA equipment from FIGO for training purposes.
When a second donation ofMVA kits was received from FIGO, it became
possible to supply a few hospitals with this equipment. The gynecolo-
gists in the hospitals had to apply for the kits and were required to ne-
gotiate cost recovery with the hospital administration to ensure the
continued availability of the equipment. These gynecologists also gave
on-the-job training so that their staff would be able to use the MVA
equipment whenever required. They also agreed to record MVA use
and to send the collected data to SOGOC. All on-the-job training also in-
cluded family planning counseling and the immediate postabortion pro-
vision of contraception. However, because contraceptive methods were
available at only one hospital (HGOPY) during most of this time, data
are not yet available on this important aspect of postabortion care.
Four selected hospitals received the MVA equipment in January
2013 and, additionally, 3 others received kits in July 2013. The Hôpital
Général de Yaoundé (HGY) was a special case, since although it was
not selected to receive equipment, theprofessionals had been sensitized
to the situation and began using equipment belonging to one of
the trained gynecologists who had purchased MVA kits for use in
that institution.
The equipment was given to the doctors only after they had com-
pleted training and after their ability to use MVA had been evaluated
and approved. Training in MVA became incorporated into training
courses in emergency obstetrics and neonatal care and in family plan-
ning. Most trainees are mentored during facilitative supervision.
In the 4 hospitals that received MVA equipment from FIGO in Janu-
ary 2013, and the one hospital (HGY) that obtained kits from a staff
member, the proportion of incomplete abortions treated with sharp cu-
rettage and MVA between June 1 and December 30, 2012, was com-
pared with the proportion of women with an incomplete abortion
who were treated with these two methods between January 1 and
July 31, 2013.
In the 3 additional hospitals that received the kits and inwhich train-
ingwas provided in early July 2013, the comparisonmadewas between
January 1 and June 30, and between July 1 and August 31, 2013. The
differences in the rate of use of MVA in the two periods studied were
analyzed using the Yates test and Fisher exact test, in accordance with
the number of cases.
3. Results
The initial study, conducted in 7 hospitals, revealed that electric
vacuum aspiration (EVA) and MVA equipment was available at all
times in only one tertiary hospital, the Hôpital Gynéco-Obstétrique et
Pédiatrique de Yaoundé (HGOPY) and in one district hospital (the
Hôpital de district de Biyem-Assi), respectively. At a second tertiary hos-
pital (Hôpital Central de Yaoundé) and the other district hospital
(Hôpital de district de la Cité Verte), MVA was available only during
daytime working hours, while no MVA equipment was available at
any of the other 3 tertiary hospitals, where all incomplete abortions
were treated by sharp curettage.
Based on the interviews conductedwith the 52 professionals prior to
the intervention, the principal indication for using MVA was to treat
cases of incomplete abortion (87.5%); however, some experiencedgynecologists and residents also used it for other indications such as
missed abortions (79.2%), endometrial biopsy (27.1%), termination of
pregnancy (10.4%), blighted ovum (4.2%), and postpartum hemorrhage
(2.1%) (data not shown in tables). It should be noted that some
healthcare providers have their own personal MVA equipment and
use it as they choose in these healthcare facilities or in other facilities.
Almost all the healthcare providers interviewed (97.8%) declared
that they preferred MVA for the management of incomplete abortion,
followed by misoprostol. Despite this preference, up to 89.6% of the
same group of providers treated incomplete abortion using sharp curet-
tage because of a shortage of MVA equipment.
The Hôpital Central de Yaoundé (HCY) possessed one set of MVA
equipment, which was only available during daytime working hours.
After the FIGO project donated MVA equipment to the HCY, it became
possible for residents to use MVA even at night. Consequently, in the
ﬁnal 7 months of the study, only onewomanwas treatedwith curettage
(Table 1).
The Hôpital Gynéco-Obstétrique et Pédiatrique de Yaoundé
(HGOPY) is the other tertiary hospital in which either sharp curettage
or EVA was used. Since January 2013 when the hospital staff received
the ﬁrst sets of MVA equipment, they have mostly used EVA or MVA.
Currently, they are using both MVA and EVA in similar proportions,
since somearemore familiarwith EVA. The number of cases of sharp cu-
rettage dropped to zero over the ﬁnal 7 months of this study (Table 1).
The Centre Hospitalier et Universitaire de Yaoundé (CHU) did not
use MVA before equipment was provided through the FIGO initiative.
Since then, MVA has been used exclusively, as shown in Table 1. CHU
is the hospital in which the change has been most marked. Here, the
sharp curettage equipment has been put away and only MVA is now
used for postabortion care.
In the other two large hospitals studied, namely the Hôpital Général
de Yaoundé (HGY) and the Hôpital de district de Biyem-Assi, MVA was
used exclusively prior to the intervention. In these hospitals, MVA con-
tinues to be used in all cases of incomplete abortion (Table 1); however,
commodities are not available to allow them to provide family planning
services continuously owing to frequent stock shortages of methods.
In summary, the proportion of women with an incomplete abortion
treated with MVA increased in the 3 hospitals that received MVA kits
and training when required. In the two hospitals in which MVA was
already used exclusively to treat cases of incomplete abortion prior to
the intervention, this situation continued unchanged after the interven-
tion. For the entire group of 5 hospitals, the percentage ofMVAusewent
up from less than two-thirds of cases to practically 100% of cases of
incomplete abortion (Table 1).
All the leaders in the services that received the MVA equipment
were trained in MVA to ensure that they were able to provide on-the-
job training for the rest of the staff in their institutes.
Table 2
Proportion of women consulting for incomplete abortion who were treated with sharp
curettage or manual vacuum aspiration (MVA) before and after the intervention in three
district hospitals.
January–June 2013 July–August 2013 P value
Curettage MVA Curettage MVA
No. % No. % No. % No. %
Santa 44 100 0 0 5 28 13 72 0.001b
Batibo 17 100 0 0 4 36 7 64 0.001b
Ndop 49 100 0 0 1 7 13 93 0.001b
Total 110 100 0 0 10 23 33 77 0.001a
a Yates test.
b Fisher exact test.
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part of the earlier study and MVA was occasionally used in only one of
them (Ndop); however, its use was not recorded. These hospitals
requested training and equipment in late 2012 and this was provided
in early July 2013.
Despite the short observation period after the intervention, the rapid
adoption of MVA in these institutes was noteworthy. Taking the group
as a whole, MVA use increased from 0% to 77% over the two-month
period after MVA equipment was provided, as shown in Table 2.
Although another objective of the initiative was to promote family
planning counseling and the provision of modern contraceptive
methods, particularly long-acting reversible contraception (LARC) as
part of postabortion care, contraceptive methods were not available at
most of the participating hospitals and it was impossible to achieve
that goal at this time. The exceptions are the Centre Hospitalier et
Universitaire de Yaoundé (CHU), the Hôpital Gynéco-Obstétrique
et Pédiatrique de Yaoundé (HGOPY), and the Hôpital de district de
Biyem-Assi, where contraceptive methods are provided; however,
they are not always available because of a frequent shortage of supplies.
4. Discussion
The initial evaluation, showing the healthcare professionals’ prefer-
ence for MVA for the treatment of incomplete abortion and indicating
that the main obstacle to its use was the insufﬁcient availability of
MVA equipment, was conﬁrmed by the very rapid adoption of MVA
when the kits were made available at the selected hospitals. The exam-
ple of the Centre Hospitalier et Universitaire de Yaoundé (CHU), which
hasmade a complete turnaround fromnot usingMVA at all to using it in
100% of cases and providing immediate postabortion contraception in
the postabortion care ward, is the model to be followed by all other
healthcare facilities.
Although the current experience is limited to Yaoundé, the next
steps should involve progressively expanding this initiative to all
regions in the country. To achieve this expansion, there is a need for
further training and additional supplies of MVA kits. From the example
of the tertiary and district hospitals mentioned above, it is obvious that
making MVA available in healthcare facilities and training healthcare
providers could go a long way toward achieving the appropriate
management of incomplete abortion by MVA.
Incorporating MVA training into the curriculum in nursing schools,
a decision that was inﬂuenced by the SOGOC members on the curricu-
lum revision committee, will facilitate the use of this procedure by
these professionals.Over the past 3 years, the Directorate of Family Health has also orga-
nized refresher courses given bymembers of SOGOC both in emergency
obstetric care and in family planning, including training on MVA and
misoprostol use formany healthcare providers.While this institutional-
ization of training ensures that new cadreswill be prepared to use these
new techniques, it often happens that these healthcare workers return
to their posts after these courses and, having no equipment with
which to practice, their skills are soon forgotten. It is the participants
of these training courses who are now targeted by SOGOC to receive
the initial donation of MVA equipment. MVA must, however, also be
made available at all hospitals, and task-shifting should be increased
by training nurses/midwives to use it.
A shortage of family planning methods at the hospitals has been a
major problem. The government decided to reposition family planning
in the country about 2 years ago; however, the process is taking a
long time. It is hoped that the problem of shortages of contraceptive
methods will soon be resolved.
There are some limitations to the present study, particularly the
short evaluation period during which the effect of the introduction of
MVA equipment was assessed. There are, however, good reasons to be-
lieve that this is a sustainable endeavor, since aﬁrm, formal engagement
has been establishedwith theMinistry of Health thatMVAwill bemade
available to all healthcare facilities over time. Moreover, the SOCOG
maintains a close relationship with the Ministry of Health.
In summary, training in the use of MVA equipment is urgently need-
ed and the required supplies of family planningmethods andmisopros-
tol must be guaranteed. These commodities should be put on the
country’s essential drugs list and their provision in the required quanti-
ties should be a key consideration of the government. Furthermore, ad-
vocacy with the decision makers in hospitals is needed to show the
advantages and savings that can be had by replacing sharp curettage
with MVA, thus motivating them to acquire the MVA equipment.
The successful experience described in the present paper should
serve as a strong stimulus to accelerate expansion of MVA use for the
treatment of incomplete abortion throughout the entire country.
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